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to give up his \\ork but refused to do so. He was found dead in the
road one evening, having fallen off his bicycle; a friend had seen him
passing in his usual health a few minutes before. The degree of lumpy
calcification in the aortic \ alves, shown in Fig. 47, was extreme, although
there was no past history of any infection. Again and again I have
been surprised at the length to which the disease of the aortic valve
has progressed before any s> mptoms have become manifest.
Perhaps in this and the previous section, the gravity of the prognosis
has been rather over-emphasized. Often the result is disappointing in
spite of ail that can be done; but this is not always so. One patient seen
seven years ago with high-grade aortic stenosis and some regurgitation,
and with frequent angina pectoris and paroxysms of tachycardia, was
written for after four years. He had not left his room for two years
owing to the frequency of his pain and paroxysms, but in spite of this,
after a period of rest in hospital and progressive exercises to enable
him to manage stairs again, he has been able to resume a normal
quiet lire, using trinitnn tablets whenever he has any pain. The condition
of his heart is litde if at all changed during the last seven years and he
is able to lead a far more active life.

6.-DIAGNOSIS
It is not sufficient to make a diagnosis of aortic incompetence or
stenosis. The prognosis is so different in the various aetiological groups
that it is essential to consider also whether it is rheumatic, syphilitic,
or atheromatous, or due to one of the rarer causes. In the absence of
congestive failure, paroxysmal nocturnal dyspnoea, or angina, any one
of \\hich obviously places the patient in the last most serious stage of
this progress! ve disease, the degree of dyspnoea, the extent of the regurgi-
tation, and the size of the heart must be included in the diagnosis as the
main factors in assessing the course, prognosis, and treatment.
Diagnosis of Aortic regurgitation can be diagnosed whenever there is a diastolic
murmur best heard in the aortic area. This always indicates regurgita-
tion, and is sufficient by itself to justify the diagnosis, the presence of
a water-harniner pulse and of capillary pulsation showing a greater
degree of regurgitation. These two signs are not the best evidence of
the presence of aortic regurgitation, though together they may be
almost conclusive. Capillary pulsation occurs whenever the vascular
bed is widely opened, e.g. normally after exercise on a hot day; the
water-hammer pulse may be simulated by the large swinging pulse in
hyperth}roidism, or in the elderly patient with an atheromatous aorta;
though actually the sudden characteristic drop is not found here, and
the resemblance is produced only by the large pulse pressure in each
case. A sign which has not been described but which I have found
useful is an unusually sharp line of demarcation between the red of the
lips and the pallor of the face.